Introduction
When Fisher et al. [1] first described tubulolobular carcinoma, they stated that it remained a philosophical question whether the growth pattern or the structure should be given more weight in the nomenclature and when placing this entity among tubular or lobular carcinomas. They opted for a variant of lobular carcinoma on the basis of the cellular composition and an outcome worse than that of pure tubular carcinoma (although better than that of classical lobular carcinoma) [1] . Since then, a number of studies have evaluated this rare histological subtype of breast carcinoma, and most have concluded that it has overlapping features of both ductal and lobular cancers, but is better considered as a variant of ductal [2] [3] [4] [5] or even tubular carcinoma [2] . Likewise, reports suggest that tubulolobular carcinomas are always [2, 3, 5] [5] . Microglandular adenosis is a very rare pseudoneoplastic benign lesion of the breast which is characterised by small glands haphazardly arranged in a fibrofatty background [6, 7] . It is devoid of myoepithelial cells and is therefore a mimic of well differentiated invasive carcinomas. It has a peculiar immunostaining pattern, and is reported to be distinctively EMA-negative and S-100-positive [8] . The presence of a basement membrane around the glands is also a recognised feature of the lesion [8] .
Case Report
An ultrasound-guided core needle biopsy was obtained from a rightsided, non-palpable, but radiologically malignant lesion of a 67-year-old woman. Tissue was fixed in formalin and embedded in paraffin, and slides were stained with haematoxylin and eosin (HE). Small infiltrative glands were seen in a fibrofatty background ( fig. 1 ). No desmoplastic stromal reaction was noted. The small glands clearly lacked myoepithelium, and some of them contained eosinophilic secretory material. Because of the small glands, microglandular adenosis was considered in the differential diagnosis. The infiltrative glands were epithelial membrane antigen-, oestrogen receptor-and progesterone receptor-positive, S-100-negative, and collagen IV but not laminin demonstrated a basement membraneequivalent staining pattern around them ( fig. 2) . The lack of a myoepithelial layer around the small glands strongly favoured a malignant preoperative diagnosis, especially in the light of the mammographic and ultrasonic images supporting such a diagnosis. Despite the fact that the immunophenotype did not support the diagnosis of microglandular adenosis, the core biopsy was interpreted as B4, suspicious of malignancy [9, 10] , because of the disturbing presence of the periglandular collagen IV staining. The patient underwent breast conserving surgery, and the final diagnosis of a sentinel lymph node-negative, 2.7-cm tubulolobular carcinoma was issued from the resection specimen. The tumour predominantly displayed the microglandular infiltrative pattern seen in the core biopsy specimen, but also contained areas more reminiscent of classical lobular carcinoma. In keeping with the majority of publications, it demonstrated E-cadherin positivity [2, 5] and weak high-molecular-weight cytokeratin (HMWCK, 34Beta-E12) positivity [2] .
Discussion
Both myoepithelial and basement membrane stains are generally recommended in the differential diagnosis of tubular or well differentiated ductal carcinomas versus microglandular adenosis or complex sclerosing lesions [8] [9] [10] . Very small glands can be seen, but are not the most typical in tubular carcinoma. Such glands are the features of microglandular adenosis, ductal carcinomas demonstrating a microglandular adenosis-like pattern [11] , and classically, tubulolobular carcinoma which on the basis of the above considerations can be considered a misnamed special type of ductal cancers. To note is the fact that the glands of tubulolobular carcinomas may display a basement membrane-equivalent staining pattern with collagen IV. Invasive breast carcinomas generally lack an epithelial basement membrane, although several authors have shown that a fragmented basement membrane can be visualised in a minority of cases with immunostains to laminin or collagen IV [12] [13] [14] [15] . It was also proposed that the presence of basement membrane staining in carcinomas (always in a discontinuous pattern in contrast to the continuous staining seen in benign lesions) was correlated with better differentiation, and high grade cancers generally lacked staining or demonstrated more severe disruption of their basement membrane [12, 15] . As current guidelines [9, 10] stress on the usefulness of basement membrane immunostains in differentiating benign (staining positively) from malignant (lacking staining) lesions, the presence of a slightly disrupted, nearly continuous staining pattern in some well differentiated breast carcinomas, including tubulolobular carcinoma with its small non-angulated glands, should be remembered when making the distinction between microglandular adenosis and these cancers. The mysterious perinodal tubules demonstrating focal peritubular collagen IV but not laminin staining recently reported by Nga and Putti [16] were also interpreted as extracapsular spread of a metastasis from an occult carcinoma with tubular features [17] . With this knowledge in mind, the core needle biopsy might and should have been interpreted as B5, diagnostic of malignancy [9, 10] .
Conclusions
To support the notion in the title, a similar periglandular collagen IV (but not laminin) staining from another patient with Ecadherin-, EMA-, and HMWCK-positive and S-100-negative tubulolobular carcinoma is shown in figure 3 . Benign apocrine glands devoid of myoepithelium have also been recently reported [18] . With this and the present case in mind, the dogmatic approaches suggesting that the presence of a basement membrane is diagnostic of a benign lesion or that the lack of a myoepithelial layer is a proof of malignancy should be considered with more caution, even if microglandular adenosis can be excluded on other grounds. A discontinuous basement membrane staining may not infrequently be present around the tubules of well differentiated breast carcinomas. Fig. 3 . Similar case of tubulolobular carcinoma from another patient; small infiltrating glands in this area and periglandular collagen IV staining (inset) (HE ×100; inset: collagen IV ×400).
